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Abstract
The WHO European Office for Integrated Health Care Services in Barcelona is an integral part of the World Health Organizations’
Regional Office for Europe. The main purpose of the Barcelona office is within the integration of services to encourage and facilitate
changes in health care services in order to promote health and improve management and patient satisfaction by working for quality,
accessibility, cost-effectiveness and participation. This position paper outlines the need for Integrated Care from a European
perspective, provides a theoretical framework for the meaning of Integrated Care and its strategies and summarizes the programmes
of the office that will support countries in the WHO European Region to improve health services.
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The position of WHO on
integrated care
The integration of health and social services is a
challenge to many health systems in Europe and
throughout the world. Newspapers almost daily shed
bad light on health and social services, nourished by
reports on medical errors, waiting times, insufficient
access, high costs and poor quality. The common
denominator of many complaints is that they are
mostly related to weaknesses in the health system
but to an individual’s fault. In view of that, the attention
of many health service researchers, administrators
and policy makers is changing to focus on the interplay
of the different parts of the health system—functions,
institutions, and professions—in order to improve the
performance of the health system.
The World Health Organization has acknowledged the
importance of this view in the World Health Report
2000 ‘‘Health Systems: Improving Performance’’ w1x.
Defining a health system as to include all activities
whose primary purpose is to promote, restore or
maintain health, the main message of the report is
that health and well being of people depends critically
on the performance of the health system. This mes-
sage has received widespread sympathy, although
the report also initiated a vivid debate on the meth-
odology used to collect data and rate health system
performance. The performance of health systems will
continue to be in the focus of WHO and will be covered
again in the World Health Report 2002 w2x.
As a main part of health systems, health services
make a significant contribution to population health
and the quality-of-life of people w3x. Their existence
gives a feeling of security and provides workplaces
for large parts of the population. There are, however,
also many problems related to health services: They
consume large proportions of the health system re-
sources, which are frequently concentrated in large
hospitals offering deficient access to its users. In
addition, in many European Countries the integration
of primary, secondary and tertiary care is weak, result-
ing in poor quality and inefficiency, and often causing
unnecessary inconvenience to patients.
In order to tackle these issues, the European Regional
Office of the World Health Organization sets clear
priorities. The Health for All policy frameworks for the
WHO European Region w4x deals with the integration
of services, stating that:
People in the Region should have much better access
to family- and community-oriented primary health care,
supported by a flexible and responsive hospital system.
In particular:
Countries should have comprehensive primary health
care services, ensuring continuity of care through
efficient and cost-effective systems of referral to, and
feedback from, secondary and tertiary hospital
services;International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Figure 1. Driving forces for Health Care Reform.
Countries should have family health physicians and
nurses working at the core of this integrated primary
health care service, using multi-professional teams
from the health, social and other sectors and involving
local communities;
Countries should have health services that ensure
individuals’ participation and recognizes and supports
people as producers of health care.
As an integral part of the WHO Regional Office for
Europe, the WHO European Office for Integrated
Health Care Services deals specifically with the issue
Integrated Care. It aims to identify strategies used in
health care services in different countries to facilitate
and encourage the coordination between levels of
care and improve outcomes w5x. The main areas of
work of the office, which is based in Barcelona and
supported by the Regional Government of Catalonia,
are: Linking Levels of Care, Primary Health Care,
Hospital Management, Emergency Services, Health
Promoting Hospitals, Home Health Care, Human
Resource Development, and Telemedicine. All pro-
jects have an important component of coordinating
and integrating health care services, being in them-
selves closely linked together and supplementing each
other.
Before the projects of the WHO European Office for
Integrated Health Care Services are introduced in
more detail in Chapter 4, it is necessary to review the
driving forces for health services integration, the strat-
egies applied in European Countries and to clarify
conceptual issues related to Integrated Care.
The health system context of
integrated care
Though strategies to achieve better integration may
differ, the driving forces for the reform process are
similar in many countries. On the demand side, dem-
ographic and epidemiological changes, rising expec-
tations of the population and patients’ rights require a
reform of the health system. On the supply side, the
development of medical technology and information
systems and restrictions from economic pressures call
for reforms to contain costs. Whereas demand-side
factors mainly force the integration of services, supply-
side factors such as medical technology and infor-
mation systems may facilitate it (Figure 1):
Demands and expectations
In the WHO European Region the percentage of the 1
population aged 65 years and older is rising (Figure
2); a trend which is likely to continue w6x. This demo-
graphic trend is posing challenges to health systems
since the need for health and social services typically
increases at retirement age, and accelerates over the
age of 75 years w7, 8x. Although in the Central and
Eastern European (CEE) countries and Newly Inde-
pendent States (NIS) proportions are still significantly
lower as compared to the European Union average,
The WHO European Region extends beyond the geographical area 1
sketched by the European Union and embraces the Central and Eastern
European Countries and Newly Independent States (see list of WHO member
states: http:yywww.who.intyaboutwhoyenymember.htm).International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Figure 2. Percentage of population over 65 w9x.
their demographic patterns are now clearly following
the trends of Western European Countries.
In combination with the emigration of the young and
declining fertility rates in southern, central and eastern
European countries (where fertility rates traditionally
were high) the growing population of older people
pose not only challenges to the supply of services,
but also to their financing.
The actual demand resulting from the demographic
transition, however, is difficult to extrapolate. While
some argue that expansion of life expectancy may
translate into expansion of morbidity it is also conceiv-
able that more healthy lifestyles, more effective care,
innovative medical technologies and genetic research
may allow the compression of morbidity w10–12x.
Irrespective of the scale of demand, the scope of
demand is likely to be characterized by the presenta-
tion of multiple disorders with functional, psychological
and social dimensions which can be better dealt with
by integrated forms of health and social service pro-
vision w13x.
Ageing of the population is another reform-pressure
due to the changing pattern of morbidity. Chronic
diseases such as ischaemic heart disease, cerebro-
vascular disease, mental illness, diabetes mellitus and
cancer are large contributors to the burden of disease
w14x. Although in adolescence external causes are the
main cause of death, in later years of life cardiovas-
cular diseases account for the largest proportion of
causes of death in the European Region (Figure 3).
It is important to note that chronic conditions require
much more complex forms of treatment than can
currently be provided in acute hospitals alone w16–
18x. In terms of achieving cost-effective treatment of
chronic conditions health care institutions will also
need to engage more in providing primary, secondary
and tertiary prevention w19, 20x.
In addition to demographic and epidemiological trends,
individual expectations of patients are the third major
demand-side factor questioning the current organiza-
tion of care. Patients are becoming better informed
through the Internet and other sources, and are more
confident and emancipated, acknowledging their rights
and demanding better services w21x. In order to meet
patients’ expectations, access to and continuity of
services has to be improved with health services
taking over more responsibility in providing better
management, health promotion services and compre-
hensive rehabilitation w22, 23x.
Health telematics and medical
technologies
The developments in health telematics (information
and communication technologies) and medical tech-
nologies have a major impact on the primary health
care and hospital system and offer new opportunities
for integrating departments, institutions and improving
access to services for patients in more remote areas.
In a fragmented health system patients are often
transferred to other departments or institutions without
complete information about the patient’s condition,
medical history, services provided in other settings, or
medications prescribed by other clinicians. This brings
along risks, waiting times and delays for the patient
and duplication of tests causing additional costs to the
health care system.
At micro level, information and communication tech-
nologies support the empowerment of citizens, they
allow better-informed patients and carers and have
the potential to improve the quality of clinical care by
facilitating the provision of feedback to individual
health professionals on the outcomes of care they
deliver w24–26x. At meso level they help to integrate
multi-professional teams and institutions; at macro
level information technologies allow better planning of
services based on epidemiological investigations and
outcomes w27x. Information technologies reduce the
cost of information and diminish barriers to inquire,
thereby sustaining the evidence-based medicine
movement. Although some technical issues remain to
be solved, such as confidentiality of electronic patient
records, financing and quality of services, information
systems will continue to be a driving force for the
development and integration of health care systems
w28–30x. Telemedicine, as the system that allows the
diagnosis and treatment of patients at local level in
real time without the need to refer patients to special-
ized institutions, improving access in particular in
areas where specialized services are not easily avail-
able, and as a long-distance training tool for healthInternational Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Figure 3. Main causes of death in the European Region w15x.
Figure 4. EU average ALOS and admission rates per 100 population w9x.
care professionals, is another example of a tool that
will facilitate the coordination of services w31, 32x.
Hence, telemedicine is a useful tool to overcome the
inverse care law w33x.
New medical technologies will continue to have a
major impact on the whole of the provision of health
services. Changes in treatment procedures, minimal
invasive surgery reducing length of stay, sensors
innovating laboratory work, devices monitoring pa-
tients at home and portable complex equipment, all
require new forms of health service provision w34x.
Xenotransplantation and genetic therapies, too, may
require changes in the settings where care is provided.
All of that enforces the need of coordination between
ambulatory care and high specialty clinics. Telemedi-
cine may be in the near future the trigger of health
care systems restructuring.
The actual impact of medical technologies for diag-
nosis and treatment on the health care system, how-
ever, is difficult to predict. New surgical techniques,
imaging technologies and pharmaceuticals may be
more cost-effective than existing ones, potentially
prevent admission and facilitate linking services. Nev-
ertheless, often they do not substitute existing technol-
ogies, but rather induce new demand. By diminishing
the average length of stay these technologies allow
new admissions resulting in an overall increase in
health care expenditure (Figure 4).
Economic pressures
Hospitals typically consume between 40 and 80% of 2
the total health care expenditure w35x. Accordingly,
most health care reforms focused on issues of cost
containment in this sector alone and emphasized
market forces to achieve this end. Though most health
systems were able to contain costs in the last decade
the total health expenditure per capita has increased
steadily (Figures 5 and 6).
For countries of the Organization for Economic Cooperation and Devel- 2
opment this amounts to 40–60%, in countries of the former Soviet Union this
may amount up to over 80%.International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Figure 5. Total health expenditure as percent of gross domestic product w9x.
Figure 6. Total health expenditure in purchasing power parity per capita w9x.
It is questionable whether cost-containment will be
achievable in the future by the same means, given
bed capacity of hospitals has been diminished and
hospitals as single organizations have been to a large
extent reengineered. At the same time, shorter diag-
nostic and treatment procedures decrease length of
stay; they increase access capacity and allow a higher
number of more expensive interventions in the same
amount of time.
A system perspective on health services
After substantially reducing number of beds and staff
in hospitals, more efficiency (and quality) may be
achieved by taking a different health-system perspec-
tive and improving the linkages between different
levels of care. The recent report of the US National
Institute of Medicine ‘‘Crossing the Quality Chasm: A
new Health System for the 21st Century’’ w36x affirms
that it is no longer possible to provide better services
only on the basis of improving skills, clinical procedu-
res and high-technology alone. In order to achieve a
safe, effective, patient-centred, timely, efficient, and
equitable health system the consolidation and har-
monization of its parts will yield much better benefits.
In addition to information systems and telemedicine,
which can facilitate the integration of services, improv-
ing organizational structures and processes in the
health systems is the key to improving overall perform-
ance. In one of his key works Henry Mintzberg wrote:
Every organized human activity—from the making of
pots to placing man on the moon—gives rise to two
fundamental and opposing requirements: the division
of labour into various tasks to be performed, and the
coordination of these tasks to accomplish the activity.
The structure of an organization can be defined simply
as the sum total of the ways in which it divides labour
into distinct tasks and then achieves coordination
among them w37x.
Transferring this to the way health systems are organ-
ized it may be concluded that much work has been
carried out regarding the division of labour, however,
the coordination and integration of the parts of the
health systems has been neglected. There is a lot
that can be learned from the industrial sector, from
technological developments and from international
comparisons.
Payment mechanisms, referral systems, guideline and
professional education are major means to guide
structures and processes in the health system in order
to achieve high quality outcomes.
Payment mechanisms
Payment mechanisms have a strong influence on the
behaviour of health professionals. They give incen-
tives to increase or decrease the number of patients
(capitation), the number of visits (salary or fee-for-
service), the type of diagnostic and treatment proce-
dures selected (fee for services), and the referral or
not of patients to other institutions and levels of care
(salary, fee-for-service) w38–40x. All existing mecha-
nisms to pay health personnel have their advantages
and disadvantages. To foster the provision of some
form of treatment while providing other services in a
more restrictive way different payment mechan-
isms can be combined (e.g. basic salary plus fee-
for-services for preventive and health promotion
services).
Gatekeeper-role and referral systems
Gatekeeper-systems are an effective means for the
coordination of services, not because they restrict
access but because they guide the patients to theInternational Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Figure 7. The changing hospital system.
most appropriate providers serving as the entry point
to the health care system.
As the experiences from the Netherlands show such
a system prevents unnecessary admissions and visits
to specialists and guarantees the provision of care at
the lowest possible level. Well-organized referral sys-
tems provide feedback between the different levels of
care involved in the provision of services for a patient
in order to ensure appropriate follow-up and continuity
of care w41x.
Guidelines and protocols
In order to improve the cooperation of services guide-
lines and protocols are frequently applied. They can
support the alignment of services and adjust diagnos-
tic procedures, treatment and medication plans be-
tween the institutions involved in providing services
for the patient. Experience shows that they have to
be consensually developed between the different
actors in the systems if they are to be respected and
applied. Nevertheless, further work is needed to inves-
tigate how guidelines can be more effective in guiding
health care professional’s behaviour. In order to
improve the link between different levels of care
guidelines have to be considered in the context of
financing of services and payment mechanisms as
these elements influence each other.
Professional development
Human resources are an important factor in all health
services. They account for more than half of the health
care systems expenditure. Some 1.5 million physi-
cians, over 4.5 million nurses and millions of other
health care workers contribute to the provision of
health services in the Region w9x. However, while in
some countries certain areas are overstaffed in
other areas there is a considerable shortage of health
professionals. In addition, the workload for many
health professionals is very high and under these
conditions job satisfaction is low. Education of health
professionals and new organizational arrangements in
the provision of services are important in filling the
gap of workers required and to increase job satisfac-
tion w42x. Education plays also a major role in pre-
paring health professionals in the use of modern
telematics and to keep their knowledge ‘‘state-of-the-
art’’ in a changing environment.
More work is necessary to examine the impact of
payment mechanisms, referral systems, guidelines,
protocols and education and their overall effect on the
performance of health systems. In order to improve
quality, access and efficiency the parts of the health
system need better consolidation and harmonization,
which requires a combination of technological and
managerial strategies.
A theoretical framework for
integrated care
Shifting boundaries of care
In response to both the change in demand for health
services and the possibilities of its supply the health-
care landscape has changed considerably in the last
decades. Were health systems in the 1960s and 3
1970s strongly dominated by large general hospitals,
the most apparent trend in the period 1970s–1990s
was the sizeable reduction of hospital beds and the
sub-specialization of hospitals. Since then, a number
of services are grouping around acute hospitals: day
care facilities, ambulant clinics, health centres, nursing
homes, and residencies (Figure 7).
The changes in supply, in particular medical technol-
ogies and information systems, allow for the sub-
stitution of services. Substitution policies can be
differentiated according to a change in the location at
which care is given, a change in the technology, which
is used, and a change in staffing and skills required
w43x. Numerous possibilities to substitute services
exist, allowing treatment closer to the patient, pre-
venting admission and using more efficient staffing.
As a result, the hospital system is becoming more
While the phases as outlined below are valid for most Western European 3
Countries, the hospital system in the Central and Eastern European Countries
and Newly Independent States, though converging, is still dominated by large,
centralized hospitals.International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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complex, requiring better coordination and integration
of services.
Scope of integrated care
Many countries in the WHO European Region intro-
duced mechanisms to achieve better integration of the
hospital system. The approaches lack a common
terminology and are labelled with different terms,
such as ‘‘shared care’’, ‘‘transmural care’’, ‘‘interme-
diate care’’, ‘‘seamless care’’, ‘‘disease management’’,
‘‘case management’’, ‘‘continuous care’’, ‘‘integrated
care pathways’’ and ‘‘integrated delivery networks’’.
Although all strategies have in common the aim to
improve coordination and integration of services, their
scope is quite different.
Some strategies consider to overcome professional
and departmental boundaries and aim towards the
development of multi-professional teams while others
aim to integrate different sectors of care, namely to
link primary, secondary and tertiary care. Whereas the
former strategies, linking services on the same level,
are often referred to as horizontal integration, the
bringing together of services operating at different
levels is typically denoted as vertical integration w44,
45x.
In addition to the type of integration strategies improv-
ing the links between services also show widely vary-
ing goals: Some strategies are mainly implemented to
reduce costs, while others additionally focus on qual-
ity, access, and user satisfaction.
Though finding agreement on the scope of integrated
health care systems will be difficult, it is necessary to
define Integrated Care in order to separate it from
approaches that primarily follow economic impera-
tives, such as mergers and acquisitions. A general
definition of Integration is ‘‘the act of making a whole
out of parts; the co-ordination of different activities to
ensure harmonious functioning.’’ w46x, implying a high-
er level of system-quality that extends the sum of its
parts. Various definitions related to Integrated Care
are available w47–50x, however, they tend to be less 4
applicable to the context of European health systems.
In addition, most of them do not sufficiently emphasize
the envisaged outcomes beyond economic impera-
tives. Therefore, for the work of this office, we suggest
the following definition:
Integrated Care is a concept bringing together inputs,
delivery, management and organization of services
related to diagnosis, treatment, care, rehabilitation and
The definition of Coddington et al. serves as a Medical Subject Heading 4
(MeSH) for Medline searches.
health promotion. Integration is a means to improve
the services in relation to access, quality, user satisfac-
tion and efficiency w51x.
The WHO European office for
integrated health care services
The role of the WHO Barcelona office is to identify
approaches that promote and facilitate evidence-
based decision-making in the development of strate-
gies for health care services, and operationalise
findings to facilitate the improvement of health care
services within its Member States . Its main task is to 5
help Member States with the new challenges the
European context poses today to health care sys-
tems, calling inter alia for improved effectiveness and
efficiency, better quality and stronger citizen’s
participation.
International comparisons, with all their limitations of
data quality, reliability and validity of data and the
general problem of intercultural comparisons w52–54x
can provide a useful means for health service re-
search. They allow comparing social experiments in
certain countries, which cannot easily be reconstruct-
ed in another setting. This includes the study of market
forces, regulations, configurations and technologies
and their impact on the provision of health services,
such as the effect of:
● gatekeeper models to prevent unnecessary and
costly visits to specialists;
● ambulatory surgery to prevent admission as in-
patient;
● using less invasive technologies to reduce length
of stay;
● appropriate number and funding of health care
professionals to minimize health care expenditure;
● the impact of Internet in-patient and professional
behaviour to empower patients and to train
professionals.
Since the health systems in the Central and Eastern
European Countries and Newly Independent States
are marked by the same demographic and epidemio-
logical trends as the western countries, and an identity
within the WHO European Region is developing it is
likely that the organization of their health systems will
converge with those of Western European Countries
w55x. Meaningful international comparisons and the
sharing of existing knowledge can support the transi-
tional period and be of use to Western countries, too.
Although other sectors such as the environment, biology, and lifestyles in 5
general have an important impact on protecting, improving and sustaining the
health of people, these issues are out of the scope of the Barcelona office
and are dealt with in the respective offices at WHO EURO and Headquarters
(http:yywww.who.dk; http:yywww.who.int).International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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Based on the Health for All policy frameworks for the
WHO European Region (HEALTH21), the Barcelona
Office will:
● identify, evaluate and disseminate information on
organizational and managerial innovations in pri-
mary care, supported by hospital and home care;
● study the implications of current trends for human
resources development, focussing on integration of
health care provision and appropriate multi-profes-
sional teams;
● advise and provide support to governments on
health care delivery systems.
The main areas of its work are Primary Health Care;
Hospital Management (information and reimburse-
ment systems); Emergency Medical Services; Health
Promoting Hospitals; Home Health Care; Financing
Health Care Services; Developing Family Medicine,
the Family Physician and Family Nurse; Medical Edu-
cation; Towards Unity for Health; and Training Health
Care Systems Managers. Two programmes will go
across all the other projects: Linking Levels of Care
and Telemedicine, focussing on those strategies and
systems to facilitate integration.6
Concrete working areas can be summarised as
follows:
● Primary health care: Analyse the different sys-
tems of PHC in European countries; identify core
functions of evidence-based good practices; sup-
port quality management in primary health care;
map the state of the art in Europe; identify functions
of PHC across Europe;
● Hospital management: Analyse managerial strat-
egies to produce evidence-based management
approaches; reimbursement of clinical interven-
tions; incentives for health care professionals; eval-
uation of hospital performance and functional
infrastructure;
● Emergency medical services: Identify strategies
to improve out-of-hospital emergency services with
hospital emergency departments; increase efficacy
and efficiency of hospital emergency departments;
analyse human resources planning and develop-
ment and strategies for quality improvement; over-
view of European country models;
● Health promoting hospitals: Develop indicators
to evaluate outcomes; identify areas, programmes
and strategies best suited for hospital health
promotion;
● Home health care: Identify strategies and pro-
grammes best suited for home health care; develop
indicators to evaluate outcomes of home health
care; identify pathologies best suited for home
For more information on the programmes, please consult our web http:y 6
ywww.es.euro.who.int
care; comparative analysis of cost with other pos-
sibilities of care;
● Financing health care services: Identify and pro-
mote evidence and case-studies on financing
options of the health system in support of health
gain, efficiency and equity; assist Member States
on health services financing strategies.
● Developing family medicine, the family physi-
cian and family nurse: Identify tasks of family
physicians in different health care systems and
promote education and training; develop projects
and inter-country activities for capacity building in
Member States in the area of family medicine;
identify strategies for multi-professional approach-
es in health care services;
● Medical education: Identify implications of health
care reforms, social changes and biomedical tech-
nology for training of health professionals and
undergraduate and postgraduate level; analysis of
the European situation; guidelines for medical edu-
cation; contribute to the development of indicators
for evaluation of medical schools quality;
● Towards unity for health in collaboration with
WHO headquarters on a new approach aiming at
improving performance of health services delivery
systems. Identify strategies for multi-professional
approaches in health care services;
● Telemedicine: Support and develop use of tele-
medicine as an important tool for the improvement
of health care, and human resources development
combining the advantages of specialist centred
care with patient-centred care and community
needs and distance learning; develop tools of iden-
tification of needs for implementation; develop
training needs for health care professionals; identify
cost-effective interventions in health care and
approaches to financing services;
● Linking levels of care: Analyse strategies to
improve the coordination between home care, pri-
mary health care and hospital care; analyse infor-
mation and referral systems and impact of patient
records; levels of care and equity in access.
The main strategies will be the collection of information
(development of databases), the evaluation of results
and development of guidelines (create experts’
working groups) and the facilitation of exchange of
information and experiences (networks and commu-
nication systems).
This work will be carried out with many European
organizations, institutes and WHO Collaborating
Centres.International Journal of Integrated Care – Vol. 1, 1 June 2001 – ISSN 1568-4156 – http://www.ijic.org/
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